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TRANSFER FORM (INTRA-SYSTEM)

Inmate Name ID# DOB Date
From: To:
Facility Facility
TRANSFER INFORMATION
Current M Code Reason

Is the Inmate being treated for an acute medical, mental health or dental condition or chronic illness? O Yes [ No
If yes Describe:

LAST CIC Date: Last H&P Date: Allergies

Current ADA accommodation? 00 Yes [ No If Yes, Describe

Special Needs (crutches; bottom bunk, diet) Equipmentsent? O Yes [O No

Any pending outside appointments that would prevent the Inmate from transferring? 0O Yes [ No
If Yes, Describe:

TB screen: Date Planted __ Results If past positive: Last CXR Results
If PPD needed, please plant, read ( if 48-72hrs since plant) and document before sending Inmate out of the facility.
NO transfer with + PPD unless CXR obtained and negative.

ALERTS: CHECK ALL THAT APPLY
Mental Health: SFI Violent Behaviors Self Harm Acute Suicidal Ideation Pyschosis
If any of the above contact MH provider before transfer

EAConcern: 1 Yes O No Perpetrator Victim
DETOX: Active (must have provider order to send) Currently Stable CIWA COWS

Active INFECTION: Describe

*Send MAR and medications with Inmate on transfer*

Print Name Signature:; Title Date: Time

RECEIVING INFORMATION

Inmate Appearance: 00 Normal [0 Abnormal (e.g. sweating, tremors, anxious, disheveled, body deformities, gait,
trauma, signs of physical of sexual abuse) If Abnormal Take Vitals & Describe

Vital Signs: BP P 02 R T

Is H&P current? O Yes [ No If no, schedule: Date

Is Chronic Care current? 0 Yes [ No [ON/A If no, schedule: Date

DISPOSITION

OGeneral Population O Other unit Special equipment received

O General Population with the Following Referral: [ Medical O Mental health O Dental

0O Urgent/Emergent Treatment:

Print Name Signature: Title Date: Time
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